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ABSTRACT
Objectives: Patients’ trust in general practitioners
(GPs) is fundamental to effective clinical encounters.
Associations between patients’ trust and their
perceptions of communication within the consultation
have been identified, but the influence of patients’
demographic characteristics on these associations is
unknown. We aimed to investigate the relative
contribution of the patient’s age, gender and ethnicity
in any association between patients’ ratings of
interpersonal aspects of the consultation and their
confidence and trust in the doctor.
Design: Secondary analysis of English national GP
patient survey data (2009).
Setting: Primary Care, England, UK.
Participants: Data from year 3 of the GP patient
survey: 5 660 217 questionnaires sent to patients aged
18 and over, registered with a GP in England for at
least 6 months; overall response rate was 42% after
adjustment for sampling design.
Outcome measures: We used binary logistic
regression analysis to investigate patients’ reported
confidence and trust in the GP, analysing ratings of 7
interpersonal aspects of the consultation, controlling
for patients’ sociodemographic characteristics. Further
modelling examined moderating effects of age, gender
and ethnicity on the relative importance of these 7
predictors.
Results: Among 1.5 million respondents (adjusted
response rate 42%), the sense of ‘being taken
seriously’ had the strongest association with
confidence and trust. The relative importance of the 7
interpersonal aspects of care was similar for men and
women. Non-white patients accorded higher priority to
being given enough time than did white patients.
Involvement in decisions regarding their care was more
strongly associated with reports of confidence and
trust for older patients than for younger patients.
Conclusions: Associations between patients’ ratings
of interpersonal aspects of care and their confidence
and trust in their GP are influenced by patients’
demographic characteristics. Taking account of these
findings could inform patient-centred service design
and delivery and potentially enhance patients’
confidence and trust in their doctor.
ARTICLE SUMMARY
Article focus
▪ There are associations between patients’ trust in
their general practitioner and a patient-centred
approach to consultations.
▪ This study adds depth by considering the effect
of age, gender and ethnicity on the relationship
between interpersonal aspects of the consult-
ation and patients’ trust.
Key messages
▪ Interpersonal aspects of the consultation rated in
the survey were strongly associated with
reported confidence and trust in the doctor, the
strongest association being ‘taking your pro-
blems seriously’.
▪ The relative contribution of other aspects of the
consultation to reported confidence and trust
varied with the age and ethnicity of the patient.
▪ Our observation that a sense of shared decision-
making was a stronger determinant of confi-
dence and trust among older patients is a new
finding.
▪ Our findings provide the potential opportunity for
targeting patient care to the individual in an
informed way.
Strengths and limitations of this study
▪ No previous studies have investigated the inter-
action effects of patient characteristics and inter-
personal aspects of the consultation on
confidence and trust in such a large sample of
patients in the UK.
▪ Inclusion and exclusion criteria, outcome mea-
sures and the potential for selection bias were
affected by using predetermined data. However,
large actual numbers of completed responses,
even in under-represented subgroups, were suffi-
cient to make precise estimates of associations.
▪ We did not have detailed information about the
doctors being commented on, patient-health
status or continuity of care. However, data relate
to one particular doctor–patient interaction,
allowing a focused interpretation of aspects of
the consultation.
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BACKGROUND
Trust is central to all human relationships1 and, in the
context of a setting characterised by vulnerability such as
in a clinical consultation, may be considered as the
belief of the individual placing their trust that the
trustee will care for their best interests.2 As a component
of the doctor–patient relationship,3 4 trust stems from
the patient’s beliefs that the doctor is their ally and is
competent in both clinical and interpersonal skills.5
Patients’ trust in their general practitioner (GP) under-
pins the delivery of effective clinical encounters.2 6 7 It
cannot be assumed, but needs to be developed.8 While
patients’ trust in GPs is high,6 GPs in England and Wales
have adopted a central role in commissioning primary
healthcare, and in this context, the preservation of
patients’ conﬁdence and trust will play a vital part in
supporting future service developments.2 9
Numerous beneﬁts may accrue from a trusting, conﬁ-
dent doctor–patient relationship. These include the
open communication of information between the
doctor and the patient, with subsequent encouragement
of the patient’s enablement and improved adherence to
medical advice;6 10 11 the reduction in rates of referral
with associated cost reductions2; and the improvement
of health outcomes and better patient perceptions of
healthcare.12
The development of a trusting doctor–patient relation-
ship is facilitated by a range of organisational and per-
sonal factors such as patient-centred approaches to
care12 13 and improved communication14–17; shared
decision-making18–20; increased consultation length21;
interpersonal continuity of care22–24 and providing
support without necessary expectation of cure25; giving
patients a choice of doctor26 27; and congruence in
doctor–patient beliefs,28 29 and ethnicity30 and the
patient’s approval of the doctor’s appearance.31 While
previous research has investigated associations between
age, gender and ethnicity of the patient and their
expression of trust in a doctor, the relative contribution
and interaction of these variables with patient percep-
tions of the consultation remain unknown. To address
this shortcoming, we investigated the inﬂuence of these
interactions using data from the English GP Patient
Survey (GPPS) undertaken in 2009.32 33
We aimed to investigate the relative contribution of
the patient’s age, gender and ethnicity in any observed
association between patients’ ratings of interpersonal
aspects of the consultation and their reported conﬁ-
dence and trust in the doctor.
METHODS
Data were extracted from year 3 ( January–March 2009)
of the GPPS during which 5 660 217 questionnaires were
sent to patients aged 18 years and over who had been
continuously registered with a general practice in
England for at least 6 months. The overall response rate
was 42% after adjustment for sampling design.33 The
GPPS data for year 3 were not weighted, as associations
were expected to be less vulnerable to the effect of non-
response, unlike prevalence estimates where weighting is
essential. A detailed account of the survey methodology
is reported elsewhere.32
One item (Q20) of the GPPS invited patients to rate
their most recent consultation with a doctor at the prac-
tice in respect of seven interpersonal aspects of care
(‘Giving you enough time’, ‘Asking about your symp-
toms’, ‘Listening to you’, ‘Explaining tests and treat-
ments’, ‘Involving you in decisions about your care’,
‘Treating you with care and concern’ and ‘Taking your
problems seriously’) using a ﬁve-point scale (5=very
good to 1=very poor). The next item (Q21) invited
respondents to rate their conﬁdence and trust in the
doctor they had seen using a three-point scale (‘yes def-
initely’, ‘yes to some extent’, ‘no not at all’). Only 3% of
the individuals expressed no conﬁdence in the doctor
with whom they had consulted. For this reason,
responses to this item were dichotomised into ‘deﬁnite’
versus ‘partial or no’ conﬁdence and trust, allowing indi-
viduals reporting deﬁnite conﬁdence and trust to be dis-
tinguished from those reporting less conﬁdence and
trust, for the purposes of analysis. Patients were asked to
report their gender, age (8 categories: 18–24, 25–34,
35–44, 45–54, 55–64, 65–74, 75–84 and 85 years and
over), ethnicity (16 categories) and their perception of
their health status (5 categories: Poor, Fair, Good, Very
good and Excellent). The patient’s postcodes were used
to attach data on rurality (2 categories: inner city and
elsewhere) and socioeconomic deprivation (in quin-
tiles).34 Our main analyses used only respondents who
provided informative responses; ratings, as opposed to
responding with ‘doesn’t apply’, to all parts of Q20 and
Q21; and complete data on the six demographic vari-
ables. Therefore, we compared these respondents with
those with incomplete data in respect of gender, age,
ethnicity and deﬁnite conﬁdence and trust in the
doctor.
Binary logistic regression was used throughout to
model the average effect of a one point increase in the
patient’s rating of the interpersonal aspects of care on
the odds of reporting deﬁnite conﬁdence and trust in
the doctor. Initially, a ‘main effects’ model was used to
determine the effects (ORs) associated with the patient’s
age, gender, ethnicity and the seven ratings of interper-
sonal aspects of the consultation. The null hypothesis,
that the ORs were equal for the seven ‘interpersonal’
ratings was tested using a likelihood ratio test and the
ORs were then ranked in order of size.
We noted that the rank order of the contribution of
the seven ‘interpersonal’ ratings followed almost
exactly the order that the items appear in the survey
questionnaire. Since these items (question 19a–g)
immediately precede the question addressing conﬁ-
dence and trust (question 20), we explored the possi-
bility of a question ordering effect by regressing a
later item reﬂecting ‘overall satisfaction with care’
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(question 25), on the ‘interpersonal’ items, along with
the sociodemographic variables.
A second ‘interaction model’ was used to establish the
moderating effects of age, gender and ethnicity on the
effects of the seven ‘interpersonal’ ratings. To facilitate
easy comparisons, the ORs for the effect of a one point
increase in each rating of the consultation on having
deﬁnite conﬁdence and trust in the doctor were esti-
mated and ranked in the order of size for various age,
gender and ethnic subgroups by combining the appro-
priate main and interaction terms. To simplify the inter-
pretation of the results, the patient’s age was categorised
into three groups (18–35, 35–64, and 65 years and over)
and ethnicity was dichotomised (white, non-white) to
create 12 (=2×3×2) gender by age by ethnicity sub-
groups. The original categorisation of the data would
have created 256 such subgroups and made the inter-
pretation too complex.
Both regression models controlled for patients’ per-
ceived health status, their rurality and socioeconomic
deprivation and incorporated a random effect to
account for clustering of the data by practice. We were
unable to account for clustering by the doctor as the
GPPS does not ask patients to identify the individual
doctor being rated. All analyses were performed in
STATA version SE10.1 for Windows.
RESULTS
Of 2 163 456 patients in the sample, 296 066(14%) had
indicated that one or more of the aspects of the consult-
ation were not relevant to the last time they had seen
the doctor. Although these data were treated as missing
in our analysis, they should be considered ‘missing by
design’. A further 391 138 (18%) patients had truly
missing data, leaving an effective sample size of
1 476 252 for analysis (26% of the 5 660 217 patients
who were originally sent questionnaires). Individuals
with complete data differed from those with incomplete
data: more of them were male (44% vs 38%), more
were in the middle age groups (56% vs 49% aged
35–64 years), slightly more were white (87% vs 86%)
and more reported deﬁnite conﬁdence and trust in the
doctor (73% vs 69%). Although statistically signiﬁcant
due to the large sample size (p<0.001 in all cases), these
differences are fairly small.
While similar proportions of men and women
reported deﬁnite conﬁdence and trust in the doctor
(74% vs 73%, respectively), deﬁnite conﬁdence and
trust were more commonly reported by older patients
than by younger patients (table 1); by patients from
white ethnic backgrounds than by non-white patients
(75% vs 61%, respectively); by patients living outside
inner-city areas compared with those from inner-city
areas (79% vs 72%); by those reporting excellent health
compared with those reporting poor health (82% vs
71%); and among those in areas of low deprivation
compared with those in areas of high deprivation
(77% vs 69%). Ratings of the seven interpersonal aspects
of care were strongly skewed towards favourable responses:
82–90% of responses were ‘Good’ or ‘Very good’.
The main effects binary logistic regression model, pre-
dicting the odds that a patient reported deﬁnite conﬁ-
dence and trust in the doctor, is shown in table 2.
Although increases in all seven interpersonal aspects of
care predicted increased conﬁdence and trust, the ORs
associated with these seven aspects differed signiﬁcantly
(likelihood ratio test, p<0.0001). The sense of problems
having been taken seriously was the strongest predictor,
increasing the odds of expressing conﬁdence and trust
almost threefold. More modest effects were evident in
respect of treating the patient with care and concern, of
explaining tests and treatments and of involving the
patient in decisions regarding their care. The sense of
having been given enough time increased the same
odds by only around 20%.
In investigating item-ordering effects, the order of
inﬂuence of the aspects of the consultation on the prox-
imate conﬁdence and trust item was observed to be
similar to the order of inﬂuence of the aspects of care
on the more distant satisfaction item, with the exception
that ‘giving you enough time’ was ranked second
(results not shown). The proximity of questions in pres-
entation therefore did not appear to be a major deter-
minant of their rank order of predictive inﬂuence.
Table 3 shows the ORs, derived from the logistic
regression ‘interaction’ model, for the effect of a one
point increase in each rating of the consultation on
reporting deﬁnite conﬁdence and trust in the doctor.
The complete regression model, along with CIs and the
method of deriving the ORs shown in table 3, is
included as a web appendix. The rank order of the esti-
mated ORs highlights the relative inﬂuence of the seven
aspects of the consultation on reporting deﬁnite conﬁ-
dence and trust. The dominance of having problems
taken seriously is evident throughout the rankings. The
rank orders of the contribution of the seven interper-
sonal aspects of care were similar for men and women.
However, non-white patients, particularly those in the
oldest age group, accorded higher priority to being
given enough time during the consultation than did
white patients. A notable difference was observed for
patients aged 35 or less, who accorded lower ranking to
being involved in decisions regarding their care than did
older patients.
DISCUSSION
Summary of main findings
A substantial majority of GPPS respondents expressed
deﬁnite conﬁdence and trust in their GP. Patients’ conﬁ-
dence and trust in the doctor increased with the
patient’s age, was similar for men and women and was
reported more frequently by those of white ethnicity.
For all items relating to interpersonal aspects of the con-
sultation, higher patient ratings were associated with an
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increased likelihood of reporting conﬁdence and trust.
Conﬁdence and trust were most strongly associated with
patients’ perceptions of having their problems taken
seriously.
There was no appreciable difference between men
and women in respect of the relative importance of
aspects of the consultation as potential predictors of
conﬁdence and trust in their doctor. However, we
observed some differences between patients in different
age and ethnic groups: as age increases, patients who
report greater trust appear to particularly value being
involved in decisions about their care; non-white
patients, particularly those aged 65 or more, placed par-
ticular value on being given enough time during their
consultations. The identiﬁcation of some immutable
patient characteristics associated with systematic variation
in patient’s conﬁdence and trust provides the potential
opportunity for targeting patient care in an informed
way—for example, by actively engaging older patients in
decisions about their care.
Strengths and limitations of the study
We conducted a secondary analysis of data from a major
national survey involving a large sample of patients. The
inclusion and exclusion criteria and outcome measures
were limited by using predetermined data; however, the
dataset was large and varied enough to answer the ques-
tions posed. No previous studies have investigated the
interaction effects of patient characteristics and interper-
sonal aspects of the consultation on conﬁdence and
trust in such a large sample of patients in the UK.
The adjusted survey response rate was 42%, with
younger patients, non-white patients and those living in
areas of socioeconomic deprivation being under-
Table 1 Sociodemographic profile of analysis sample and percentage of each subgroup reporting no confidence, partial
confidence or definite confidence and trust in the doctor
Subgroup N
Percentage
of sample
Did you have confidence and trust in the doctor you saw?
No not at all
(% of subgroup)
Yes to some extent
(% of subgroup)
Yes definitely
(% of subgroup)
Gender
Male 651163 44 3 23 74
Female 825089 56 4 24 73
Age (years)
18–24 70435 5 7 34 60
25–34 157753 11 7 33 60
35–44 234768 16 5 27 68
45–54 274851 19 4 25 71
55–64 314986 21 3 22 76
65–74 246692 17 1 17 81
75–84 140851 10 1 16 83
85 and over 35916 2 1 16 82
Ethnic group
White 1279862 87 3 22 75
Mixed 10069 1 6 31 63
Asian/Asian British 79512 5 6 35 59
Black/Black British 38131 3 4 30 65
Chinese 6657 <1 6 43 51
Other 62021 4 7 32 62
Perceived health status
Poor 86597 6 6 23 71
Fair 293071 20 4 26 70
Good 537337 36 3 26 71
Very good 429332 29 3 22 76
Excellent 129.925 9 3 16 82
Locality
Non-inner city 281949 19 2 19 79
Inner city 1194303 81 4 25 72
Deprivation
Lowest 267414 18 2 21 77
Next lowest 291191 20 3 21 76
Middle 296938 20 3 23 74
Next highest 298096 20 4 25 71
Highest 322613 22 5 26 69
All 1476252 100 3 24 73
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represented among respondents.34 This under-
representation was comparable to similar surveys con-
ducted elsewhere in the world.35–37 A study of key mea-
sures within the GPPS found no evidence of
non-response bias.32 Individuals with complete data dif-
fered from those with incomplete data. However,
although statistically signiﬁcant, these differences were
relatively small. We therefore recognise the potential for
selection bias in our data, although we believe that our
results might reasonably reﬂect the wider UK popula-
tion. The large actual numbers of completed responses,
even in under-represented subgroups, were sufﬁcient to
make precise estimates of associations.
We noted that the order in which the aspects of the
consultation were presented in the patient questionnaire
matched the general rank order of the estimated ORs
for the relative contribution of aspects of the consult-
ation to reporting deﬁnite conﬁdence and trust. While
the variation in this rank ordering among different
patient subgroups, together with our results regarding
the ‘overall satisfaction’ item, suggest otherwise, it
remains a possibility that question-ordering effects are
important. Such effects could be tested in future by
altering the item order.
We did not have access to detailed information about
the doctors or practices being commented on, and are
therefore unable to assess the contribution of these
factors in determining conﬁdence and trust. Similarly,
although previous research has suggested that the
objective health status of patients may be of import-
ance,6 38 a detailed information was not available to us
within this dataset. It was not possible to tell if patients
were referring to their usual doctor when responding to
questions regarding the ‘last time you saw a doctor’.
Conclusions, therefore, could not be drawn about the
continuity of care. However, data relate to one particular
doctor–patient interaction, allowing a focused interpret-
ation of aspects of the consultation within that particular
consultation.
The relationship between the concepts of conﬁdence
and trust has previously been explored, with a distinc-
tion between the two concepts being suggested, based
on an individual’s perception of the situation.39
Luhmann’s work proposes that where conﬁdence exists
within a relationship, alternatives may not be consid-
ered, outcomes judged ‘inevitable’ and, if conﬁdence is
disappointed, blame attributed externally. In contrast,
Luhmann suggests that where trust characterises a rela-
tionship, choices may be inherent, variable outcomes
accepted and disappointments characterised by internal
rather than external attribution of blame. In the context
of healthcare, Luhmann suggests that familiarity (eg,
between doctor and patient) may be an important deter-
minant of whether the relationship is characterised by
trust or conﬁdence. Developing these ideas, some
researchers have suggested that patients’ trust in health-
care practitioners may relate to interpersonal familiarity
and that patients’ trust in healthcare systems is often
greatest where systems are long established and known
to the individual patient.40 In situations characterised by
lack of familiarity, patients may simply have to exercise
faith in an individual practitioner or in the healthcare
system.39
The two concepts were, however, conﬂated in the
wording of the General Practice Patient Survey: “Did you
have conﬁdence and trust in the doctor you saw?” We
were therefore unable to distinguish between conﬁdence
and trust in our investigation. Complex systems, such as
the primary healthcare system in the UK, have been con-
sidered by some to require the exercise of conﬁdence
and trust as a prerequisite for effective engagement
with, and use of, the system.41 42
Table 2 ORs (95% CI) for the ‘main effects’ binary logistic regression model predicting definite confidence and trust in the
doctor
OR (95% CI)
Ratings of last consultation
Q20a Giving you enough time 1.19 (1.18 to 1.21)
Q20b Asking about your symptoms 1.26 (1.24 to 1.28)
Q20c Listening to you 1.38 (1.36 to 1.40)
Q20d Explaining tests and treatments 1.56 (1.55 to 1.58)
Q20e Involving you in decisions about your care 1.51 (1.49 to 1.52)
Q20f Treating you with care and concern 1.60 (1.57 to 1.62)
Q20g Taking your problems seriously 2.86 (2.82 to 2.89)
Patient sociodemographic variables
Female (ref Male) 0.90 (0.89 to 0.91)
Age 35–64 years (ref age <35 years) 1.27 (1.25 to 1.29)
Age 65 years and over (ref age <35 years) 1.60 (1.58 to 1.63)
Non-white ethnic group (ref White) 0.89 (0.88 to 0.91)
Perceived health status 1.12 (1.12 to 1.13)
Inner city setting (ref non-inner city setting) 0.95 (0.93 to 0.96)
Deprivation 0.98 (0.98 to 0.99)
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Table 3 ORs for the effect of a one point increase in patient ratings of interpersonal aspects of the consultation on the odds of having definite confidence and trust in
the doctor, by patient age, gender and ethnicity
Consultation aspects All patients*
Age <35 Age 35–64 Age 65+
White Non-White White Non-White White Non-White
Male Female Male Female Male Female Male Female Male Female Male Female
ORs
Giving you enough time 1.19 1.17 1.11 1.38 1.31 1.15 1.09 1.36 1.29 1.33 1.26 1.56 1.48
Asking about your symptoms 1.26 1.25 1.25 1.14 1.14 1.28 1.27 1.17 1.16 1.31 1.30 1.19 1.19
Listening to you 1.38 1.42 1.41 1.30 1.30 1.41 1.40 1.29 1.29 1.35 1.35 1.24 1.24
Explaining tests and treatments 1.56 1.55 1.56 1.38 1.39 1.61 1.62 1.44 1.45 1.56 1.56 1.39 1.40
Involving you in decisions about your care 1.51 1.38 1.38 1.25 1.25 1.56 1.56 1.42 1.42 1.58 1.58 1.43 1.44
Treating you with care and concern 1.60 1.59 1.58 1.60 1.59 1.61 1.60 1.63 1.62 1.56 1.55 1.58 1.57
Taking your problems seriously 2.86 2.64 2.78 2.25 2.37 2.95 3.11 2.51 2.64 2.89 3.04 2.45 2.58
Rank of importance†
Giving you enough time 7 7 7 4 4 7 7 5 5 6 7 3 3
Asking about your symptoms 6 6 6 7 7 6 6 7 7 7 6 7 7
Listening to you 5 4 4 5 5 5 5 6 6 5 5 6 6
Explaining tests and treatments 3 3 3 3 3 2 2 3 3 4 3 5 5
Involving you in decisions about your care 4 5 5 6 6 4 4 4 4 2 2 4 4
Treating you with care and concern 2 2 2 2 2 3 3 2 2 3 4 2 2
Taking your problems seriously 1 1 1 1 1 1 1 1 1 1 1 1 1
The ORs within each patient subgroup are ranked in the lower half of the table.
*ORs taken from table 2.
†1=most influential, 7=least influential.
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Comparison with the existing literature
The association of patients’ trust with increasing age and
with white ethnicity has been previously reported.6 Our
ﬁndings add depth to the current literature by consider-
ing the moderating effect of age, gender and ethnicity
on the relationship between interpersonal aspects of
care reﬂected in a recent consultation and the patients’
conﬁdence and trust in the doctor.
Previous research has highlighted the associations
between patients’ trust and several interpersonal aspects
of the doctor–patient relationship within the consult-
ation. This includes the importance to patients of effect-
ive communication,18 a sense of partnership between
doctor and patient43 and the patient’s perception of
being given enough time during the consultation.44
However, our observation that a sense of shared
decision-making was a stronger determinant of reported
conﬁdence and trust among older patients is a new
ﬁnding. This contrasts with the previous literature which
has suggested that older patients may prefer a focus on
receiving information rather than on active participa-
tion.45 46 One explanation might be that this reﬂects a
changing culture in which older people have a greater
awareness of available healthcare, through media cover-
age for example. They may therefore feel more willing
to be involved in decisions about which they have a
prior awareness. It may also reﬂect a more holistic
approach by doctors to support the patients’ involve-
ment. The contributions of trust and of shared decision-
making in patients’ evaluations of health services have
previously been considered separately.47 Our ﬁndings,
although based on cross-sectional data with acknowl-
edged potential for bias, suggest that these variables are
related and their effects on patients’ perceptions and
evaluations of health services are likely to be
confounded.
Implications for future research and clinical practice
A number of the determinants of conﬁdence and trust
in doctors reported in our study would beneﬁt from
further investigation using qualitative approaches,
including further exploration of patient perceptions of
their problems being taken seriously. Such approaches
might be beneﬁcial in informing patient-centred
primary healthcare delivery and planning.48 Providing
services that are responsive to the needs and aspirations
of an ageing population,49 in respect of conﬁdence and
trust, might involve doctors routinely engaging in shared
decision-making with older patients during consulta-
tions. Highlighting these issues in relevant undergradu-
ate and postgraduate educational and training fora
might be appropriate.
We have shown that the interpersonal aspects of the
consultation rated in the survey were strongly associated
with reported conﬁdence and trust in the doctor, the
strongest association being ‘taking your problems ser-
iously’. The relative contribution of other aspects of the
consultation to reported conﬁdence and trust varied
with the age and ethnicity of the patient. Incorporating
these ﬁndings in delivering routine care has the poten-
tial to support a patient-centred approach to care, tai-
lored to the patient as an individual.
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